Objective. Delay in assessment by rheumatologists of patients with new-onset RA is an important deter minant of delay in treatment initiation. The influence of ethnicity on delay in assessment has not been addressed. We studied the extent of delay in patients of South Asian origin compared with other patients and the reasons underlying this delay.
Introduction
The importance of rapid assessment by a rheumatologist and early institution of therapy for patients with RA is now well established [1, 2] and is a central feature of guidance from the European League Against Rheumatism [3] and the National Institute for Health and Clinical Excellence [4] . We, and others, have recently reported that delays on the part of patients in seeking advice from their general practitioner's (GPs) explains a large proportion of the overall delay in their assessment by rheumatologists [5, 6] . Indeed, most patients with RA did not present to their GP until >3 months after the onset of their symptoms [5] .
The reasons underlying delays in help-seeking behaviour are essential to understand if strategies are to be put in place to reduce delay at this level. We have previously reported results of a qualitative study of a cross-section of the rheumatoid population looking at reasons underling this patient-centred delay [7] . It is increasingly recognized that health beliefs and behaviours are strongly influenced by ethnic background. In particular, we and others have reported differences in health beliefs and behaviours in people of South Asian background, including people with RA, compared with those from other backgrounds [8] [9] [10] [11] . Consequently, we sought to assess, using quantitative methodologies, whether there was a difference in the extent of delay in help-seeking behaviour in patients from a South Asian background compared with patients of other backgrounds attending the same Rheumatology service. In addition, using qualitative methods, we sought to assess the reasons underlying patient delay in patients from a South Asian background.
Methods
The study was carried out at Sandwell and West Birmingham Hospitals NHS Trust, which serves an ethnically diverse inner city population in Birmingham, UK. One-third of the population served by the Rheumatology Department at this Trust requires interpretation services to allow effective communication with an English-speaking health care provider; the majority of patients requiring this facility are of South Asian origin [12] .
Quantitative study Data were collected from newly presenting patients in whom the assessing rheumatologist made a diagnosis of RA as previously described [5] . To establish the reasons for the delay in assessment by a rheumatologist, we captured information on delay at the following levels: (i) the delay from the onset of symptoms to a patient being assessed in primary care (the onset of symptoms was defined as the time the patient first developed symptoms that the assessing rheumatologist later ascribed to inflammatory arthritis); (ii) the delay from the initial assessment in primary care to a referral to secondary care being made; and (iii) the delay from the referral to secondary care to the patient being seen by a rheumatologist. In addition, patient gender, age and ethnic origin were recorded. This study had been approved as a service evaluation by the National Research Ethics Service. Data are presented as the median value and interquartile range (IQR). Numerical variables were compared using the Mann-Whitney test.
Qualitative study A total number of 23 patients of South Asian origin who had delayed in seeing their GP for >3 months from the onset of their symptoms were identified from the above database. Five patients could not be contacted. Of those we contacted, 10 agreed to participate (nine females; median age 50 years, range 35-60 years). All participants fulfilled 1987 ARA criteria for RA [13] . The occupations of the participants were as follows: employed outside the home (Patients 2, 6 and 10), homemaker (Patients 8 and 9), retired through illness (Patient 1) and retired (Patients 3, 4, 5 and 7). This study was approved by the South Birmingham Research Ethics Committee and all participants gave written informed consent.
Data were collected using face-to-face, in-depth semi-structured interviews. The interviews were undertaken by K.K. Interviews were carried out in hospital away from a clinical setting. To facilitate a permissive environment, the researcher wore casual but smart clothes, adopted the stance of the 'naive' researcher and reiterated anonymity. All interviews were conducted in private and lasted between 30 min and 1 h.
Interviews were conducted in English, Hindi or Punjabi according to the participant's preference. Three interviews took place in English (Patients 3, 6 and 10) and seven took place in Hindi or Punjabi. Open questions were asked to elicit the participant's experiences of inflammatory joint disease. Participants were encouraged to talk about their thoughts, understanding, feelings and actions between the time their symptoms began and when they sought medical advice. Written notes were taken on non-verbal cues during the interviews. All interviews were audio taped and transcribed. Non-English interviews were translated by K.K.
Analysis adhered to rigorous procedures that enabled themes to be generated from the data. After each interview, emerging themes were discussed within the research team for use in subsequent interviews. In this way, the content of interviews evolved with our understanding of the subject matter, following a grounded theory approach [14, 15] .
On conclusion of the interviews the transcripts were repeatedly read, annotated and coded to identify emergent concepts. Any discrepancies in coding were resolved by discussion. Similar concepts brought up by different participants were studied in greater detail leading to the identification of key themes. In addition, cases that appeared to contradict the emerging explanations of the phenomena under study were assessed in greater detail.
Validation was undertaken using a member checking process by providing the participant with a verbal summary of the areas covered and themes that they had identified in the interview. All participants agreed with summaries of their interviews. The themes and issues raised during the interviews are exemplified in the quotations used in the following sections.
Results
Quantitative study: the extent of patient delay Data were collected from 43 patients of South Asian origin [median age 53 years (IQR 41-59 years); 84% female] and 229 other (white British n = 210; Afro-Caribbean n = 7; mixed heritage n = 6; and other n = 6) patients [median age 64 years (IQR 52.5-73.5 years); 62% female]. Patients of South Asian origin were significantly younger than other patients (P < 0.0001; Mann-Whitney test) and the proportion of female patients was greater in the South Asian group (P = 0.006; chi-squared test).
The extent of delay, at the three levels studied, in patients of South Asian and other origin is shown in Fig. 1 . For those three patients with the longest delays at the level of secondary care, in two cases patients had failed to attend two appointments they had been offered before they were eventually seen; in the other case, the patient was initially referred to the Orthopaedic Department before eventually being referred to Rheumatology and the time listed as delay at the level of secondary care includes the time from initial referral to orthopaedics to eventual assessment by a rheumatologist.
Qualitative study: the reasons for patient delay Thematic saturation was achieved by the 10th interview. Analysis of the interview data identified four important interlinking themes that influenced decision-making processes in early RA patients of South Asian origin (symptom experience, symptom evaluation, existing ideas and knowledge of RA, and influence of friends and family). Not all participants gave evidence of every theme. However, there were common patterns across the interviews, which explained why participants did not consult their GP quickly. These themes will be discussed individually although there is overlap between them.
Symptom experience
Many patients talked about ignoring symptoms at first, trying to get on with normal activities and hoping that their symptoms would resolve (Table 1 , quotations 1 and 2). Many patients tried to control their symptoms themselves. Strategies used included dietary manipulation, heat, physical therapies, traditional medicines and prayer (Table 1 , quotations 3-11). Patients eventually went to their GP when, despite these measures, their symptoms progressed to the stage that they were either very severe or significantly interfering with their functional ability ( Table 1 , quotations 12-17).
Symptom evaluation
An important theme to emerge from this study was the way in which symptoms were interpreted and evaluated by individuals. In particular, patients' views as to the cause(s) of their symptom(s) strongly influenced their behaviour in response to them.
At the onset of their symptoms many had their own, often relatively innocuous, explanations for the cause of their symptoms. Having such an explanation meant that many patients felt it unnecessary to see the GP. In no case did any of the patients believe that their symptoms were indicative of a serious underlying disease. Beliefs about the cause of the symptoms included physical trauma ( Table 2 , quotation 18), overuse/too much exercise ( Table 2 , quotations 19-22), too little exercise ( Table 2 , quotation 23), heat ( Table 2 , quotation 24), cold ( Table 2 , quotation 25), other life events ( Table 2 , quotation 26), consequences of existing or previous medical problems ( Table 2 , quotations 27 and 28) and God's punishment (Table 1 , quotation 10). Patients went to their GP looking for symptomatic relief. None of the patients went looking for a specific underlying diagnosis to be confirmed or refuted.
Existing ideas and knowledge about RA Most patients commented that when they developed their symptoms they did not think that they could be due to arthritis. Reasons for this included the fact that there was no family history of arthritis (Table 3 , quotation 29), and very commonly, that patients thought they were too young to develop arthritis (Table 3 , quotations 30-32). Most patients commented that before they were diagnosed by a rheumatologist they knew very little about arthritis (Table 3 , quotation 33) and virtually nothing about RA. Some of them commented that they believed that there was much greater public awareness of other medical conditions such as heart disease and cancer (Table 3 , quotation 34). One patient commented that she felt that there was a widespread belief that joint symptoms were not indicative of serious disease (Table 3, Patient delay (weeks from the onset of symptoms to assessment in primary care), GP delay (weeks from assessment in primary care to referral to secondary care) and hospital delay (weeks from referral from primary care to assessment by a rheumatologist). Median values are shown (horizontal bars). SA: South Asian.
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Influence of family and friends
Many patients described extensive discussion with immediate and extended family and wide circles of friends both in the UK and in India and Pakistan. These individuals frequently gave advice about possible causes of disease (Table 4 , quotations 36-40) and how to control symptoms (Table 4 , quotations 41-48). Explanations about possible causes of disease often reinforced the patient's preconceptions (Table 4 , quotations 36-38) and further delayed presentation to the GP. In two cases, the family members suggested that the disease represented a curse (Table 4 , quotations 39 and 40). Advice about how to manage the disease frequently involved dietary (Table 4 , quotations 41-45) and other complementary approaches including prayer (Table 4 , quotations 46-48); the consequence of patients following this advice was that they frequently delayed in consulting their GP. However, in counterbalance to this, it was often family members who eventually persuaded the patient to seek advice (Table 4 , quotations 49-54). Other factors influencing behaviour and patient perspectives on issues related to delay and the need for public education
Only one patient specifically commented that they did not consult earlier because they did not want to bother their GP (Table 5 , quotation 55). One female patient commented that she was reliant on her husband taking her to the GP though this reliance did not appear to have exacerbated the delay in consultation (Table 5 , quotation 56). At the end of each interview, patients were specifically asked whether they thought that there was sufficient information available to the public about arthritis. In response to this, almost all patients commented that had they known when they developed their symptoms what they knew once they had been diagnosed with RA, they would have consulted much earlier (Table 5 , quotation 57). There was a widespread belief that not enough information was available for the public about arthritis in general or RA in particular (Table 5 , quotation 58).
Patients felt that there should be more information about arthritis to raise awareness and that this would be helpful in reducing delays in consultation (Table 5 , quotation 59). Routes for the delivery of information that were suggested included television, radio and posters in community venues including temples. Several patients highlighted that it would be helpful to have pictorial representations to illustrate the points being made in the advertisements (Table 5 , quotation 60). 
Discussion
Delay in seeking medical advice is a central determinant of delay in receiving appropriate therapy. The importance of this in the context of RA has been highlighted in a recent report from the National Audit Office (NAO) on 'Services for people with rheumatoid arthritis' [16] . Indeed, economic modelling by the NAO suggests that increasing the proportion of RA patients treated with disease modifying anti-rheumatic drugs within 3 months of symptom onset, from a currently estimated figure of 10% to a figure of 20%, could result in productivity gains for the economy of £31 million over 5 years. We have previously reported on the extent of, and reasons underlying, delay in presentation to GPs in the overall population of patients with RA in Birmingham, UK [5, 7] . The data in the present study show that patients with symptoms of RA and of South Asian origin delay for even longer than patients of other ethnic backgrounds in consulting their GP. This is similar to findings in the oncological literature where patients of South Asian origin with breast cancer delayed for longer from initial symptoms to presentation to the GP than did patients from other backgrounds [17] . At qualitative levels there were both similarities and differences in the reasons for this delay in the South Asian rheumatoid population compared with reasons previously identified in the broader population [7] . As in our previous study, many patients of South Asian origin said that initially they paid little attention to their symptoms hoping that they would go away. Most patients had specific beliefs as to the cause of their symptoms that were frequently related to physical or other environmental factors-the identification of an often relatively innocuous cause for their symptoms frequently led to delay in consultation. In the two cases where a family member suggested that the disease represented a curse, this suggestion hindered rapid presentation. In a study of patients with cancer from New Delhi, India, the majority believed that cancer was caused by 'God's curse' (59%), the 'evil eye' (60%) and 'past or present sins' (37%) [18] . In that study, the average time taken by patients to report to a doctor after developing symptoms was 2 years [18] . The relationship between such 'folk beliefs' and delay was highlighted in a study of patients with breast cancer from North Carolina, USA, in which beliefs such as 'someone can give you cancer by putting a spell on you' and 'the devil can cause a person to get cancer' were associated with a greater delay in presentation to a medical practitioner [19] .
Most patients tried to control their symptoms themselves before consulting their GP. Dietary manipulation was a very common approach to self-management. Although this had been identified in our previous study, the specific approaches used by the patients in the present study differed. Interestingly, only one patient in the present study talked about the use of over-the-counter drugs such as NSAIDs and analgesics, whereas this was a common approach to self-management in our previous study [7] . The use of prayer, including in one instance a pilgrimage, was highlighted as a management strategy by a number of respondents in the present study, something that had not been highlighted previously. Indeed, two patients reported travelling abroad to seek alternative approaches to the management of their symptoms before consulting their GP. In a study from India, 52% of patients with cancer who eventually presented to a doctor had initially presented to a faith healer or practitioner of alternative medicine [18] .
Patients frequently consulted very widely about their symptoms. This included not only discussion with immediate and extended family in the UK and abroad, but also with members of their community. In some cases, these discussions with immediate family provided the impetus for consultation. However, in other cases, these discussions reinforced the belief that the symptoms were not indicative of serious pathology and that they should be self-managed without the need to consult the GP. Patients eventually went to the GP when their symptoms became so severe that they interfered with their daily lives.
In our previous study, an important explanation for delay in consultation was that many participants held the view that it was better to avoid going to the GP if it could be helped [7] . A number of reasons were cited for this including not wasting the GP's time, not using a valuable appointment that someone else might need more, Firstly there needs to be a way of recognizing this and relating these symptoms to the potential disease. You need to give information on the radio. They always have different topic so why don't you come on and tell the public about this. I would hate to think that someone has developed this disability because of lack of knowledge. (Pt 3) 60
Pictures would be good. It will make people understand. (Pt 7) not being a drain on the NHS and not wanting to appear to be a 'timewaster' or 'hypochondriac'. Similar themes have appeared in studies of other diseases [20] . Interestingly, this view was expressed by only one patient in the present study. Furthermore, no patients in the present study identified difficulty in navigating the NHS as a reason for delay, though two white patients had identified this in our previous qualitative study [7] .
Our qualitative study has a number of limitations. Only 56% of those approached agreed to participate and only one male participated. In addition, in all cases, the interviews were conducted after a diagnosis of RA had been made. Consequently, the responses given by the participants may have been influenced by events that occurred after they had first seen their GP. Finally, in our quantitative study, looking at the extent of delay, we did not capture data on a number of social and demographic variables that would have been informative. These include socio-economic status, occupational status, educational level, religion, ability to communicate effectively in English and other indicators of the level of acculturation, and the language spoken by the GP; it is possible that patient delay is influenced by these variables and that differences in them explain some of the enhanced delay we have observed in South Asian patients compared with others. Furthermore, it is possible that access to GPs is more difficult for patients of South Asian origin and it takes them longer to obtain an appointment once they have made a decision to seek medical help. Data from our qualitative study do not support this, with no patient highlighting this as an issue; however, future work should explore this area further.
The present study provides an important extension to our previous work addressing reasons why patients with RA delay in consulting their GPs and benefits from the fact that, without the need for an intermediary, we were able to interview patients who found it difficult to communicate in English. Approximately 2 million people in the UK reported that they were of Indian, Pakistani or Bangladeshi origin in the 2001 census, representing 3.6% of the UK population and making up the largest ethnic minority group. Consequently, it is important to understand whether there are reasons for delay in GP consultation that are specific to this group to allow appropriately targeted interventions. Although the extent of delay is longer in the South Asian population than in the non-South Asian population, reinforcing the need for any public health campaign to include this group, and the response of patients of South Asian origin to the development of inflammatory joint symptoms is often different from that of non-South Asian patients, the reasons for delay in GP consultation (lack of knowledge about RA, that it was a serious and treatable disease and they were at risk of the condition) were broadly similar between groups.
Patients in this study were very clear that they felt that it was important that more information was made available to the public about RA. We are currently developing a quantitative study in which the frequency of each component of the themes we have identified in this and our previous study is assessed as a relevant explanatory factor in a much larger cohort of patients with newly presenting RA. This will allow us to understand the relationship between these themes and characteristics such as age, gender, ethnic origin and socio-economic status. Only by understanding these explanatory factors in more detail can we design effective and targeted public health strategies to tackle this problem.
Rheumatology key messages
. Delay in rheumatology assessment is greater for South Asian RA patients than other RA patients. . Reasons for delayed presentation relate to symptom experience, symptom evaluation and existing knowledge of RA. . Understanding the reasons for patient delay should inform the development of interventions to reduce it.
